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This study attempted to evaluate the effects 
of the group treatment component of the Santa Clara 
County Child Sexual Abuse Treatment Program on the 
self-concepts of child and adolescent victims of 
intrafamilial sexual abuse. The Piers-Harris 
self-concept inventory was used to measure 
self-concept. The four groups of participants 
included 42 girls, (a) 10 who had been abused but 
had not received treatment, (b) 9 who had received 
15 weeks of treatment, (c) 9 who had received 1-2 
years of treatment, and (d) 14 in a non-abused 
comparison group. Results indicated that there 
was a significant difference between the abused, 
non-treated group and the comparison group in 
self-concept, but that there were no reliable 
differences between the treated and the non-treated 
abused groups. Problems in determining the actual 
nature of the treatment delivered, the possibility 
of pre-existing differences between the groups, and 
small sample sizes make the interpretation of these 
results difficult, but there is at least some 
indication that the Santa Clara program does not 
substantially influence self-concept as represented 
by the Piers-Harris. 
The Effects of Group Treatment 
on the Self-Concepts of Sexually Abused 
Children and Adolescents 
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This paper reviews several issues involved in 
child sexual abuse including (a) prevalence, (b) the 
relationships between abusers and their victims, 
(c) reasons why an abusive relationship may continue, 
(d) short-term and long-term effects on the victims 
and (e) the principal therapeutic methods used to 
treat child and adolescent citims of sexual abuse. 
Since the late 1800's, health professionals have 
been attempting to identify, understand, and treat 
the effects of child sexual abuse. Freud (1896/1962) 
encountered stories of child sexual abuse perpetrated 
by fathers and other trusted adults from female 
patients suffering from hysteria. In 1896 he 
published two treatises stating that childhood sexual 
trauma was the foundation of adult hysteria. However, 
a lack of public receptivity led him to later label 
these accounts of sexual abuse as Oedipal/Electra 
fantasies (Swanson & Baggio, 1985). This position 
has likely helped prolong the lack of recognition 
and treatment of child sexual abuse for several 
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generations, even though it has been occurring since 
Greek and Roman times (Mrazek, 1981). 
Prevalence 
Child sexual abuse, including incest and 
stranger-child molestation, appears to be a highly 
prevalent but widely underreported problem that has 
only come to public attention within the last 10 
years (Robertson & Wilson-Walker, 1985). The exact 
prevalence is hard to establish, due to the potential 
for underreporting and variations in definitions of 
what constitutes child sexual abuse. Surveys reported 
by Finkelhor (1979) and Kinsey et al. (1953) revealed 
that 3%-9% of women sampled in the general population 
had some childhood sexual contact with an adult 
relative. In her sample of 930 adult women, Russell 
(1983) found that 16% had suffered intrafamilial 
sexual abuse before age 18, and 12% before age 14. 
Sibert and Pines (1981) concluded that 10%-20% of 
all girls and adolescents are sexually abused, and 
u.s. Department of Health & Human Services (1981) 
statistics indicate that 0.7 cases of child sexual 
abuse per 1000 children in the population occur each 
year. According to Robertson and Wilson-Walker 
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(1985), cases reported to Child Protective Services 
involve children ranging from 3 months to 17 years of 
age, and Goodwin (1982), found that 1-5% of daughters 
experience sexual contact with a father figure (i.e., 
a natural father or a step-father). In a thorough 
review of the literature on victimization among 
children, Mrazek (1984) found that 10-15% of all 
children and adolescents suffer at least one incident 
of sexual abuse by an adult, and this involves about 
twice as many girls as boys. More recently, Siegal, 
Sorneson, Golding, Burnam, and Stein (1987) have found 
that 6.8% of adult females in the general population 
have been sexually abused, and estimates predict that 
one out of every three females and one out of every 
six males will be victims of sexual abuse before the 
age of 18 (Child Assault Prevention Project, 1987). 
Abusers, Their Victims and Types of Abuse 
There are several types of child sexual abuse: 
Incest (victimization within the family), sexual 
abuse by friends or acquaintances, and assaults by 
strangers. Contrary to popular belief, the latter 
type is rare, involving only about 11% of the reported 
cases (Russell, 1983). Father-daughter incest is the 
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most commonly reported form, so it will be emphasized 
here. 
According to Herman (1981), the oldest daughter 
in the family is most likely to be the first victim of 
an incestuous assault. This may be due to the fact 
that for some time she is also the only daughter. 
However, it is not unusual for the father/stepfather 
to "progress" through the children--sometimes even 
including sons. According to Russell (1983), in 32% 
of the cases, adult respondents reported that the 
perpetrator had abused one or more relatives besides 
themselves. 
The sexual abuse itself may involve exposure of 
sexual organs, genital fondling, digital penetration, 
simulated intercourse, oral sex, anal sex, and/or 
intercourse with or without full penetration. 
Finkelhor (1979) states that incestuous activity 
typically begins when the child is between 8 and 
12 years old. 
even years. 
It may continue for many months or 
Why the Abuse Continues 
There are a variety of reasons why incest may 
continue for a number of years. One early belief was 
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that long-term abuse suggests that "the child might 
have been the actual seducer rather than the one 
innocently seduced" (Bender & Blau, 1937, p. 514). 
However, more recent theories do not endorse this 
view and offer several other possibilities (Knittle 
& Tuana, 1980). 
Mothers Do Not Take Action 
One possible reason for the continuation of 
abuse is that mothers who at some level know that 
their children are being victimized rationalize its 
existence or are otherwise afraid to take action. 
According to Sheriff's Deputy B. Moffitt (personal 
communication, Jan. 28, 1987), after a report has 
been made most mothers admitted knowledge of the 
abuse. According to James and Meyerding (1977), in 
some situations the mother may initially believe the 
child then suddenly become unsupportive due to her 
concerns about not being able to live alone, either 
financially or emotionally. She often finds it 
inconceivable that her husband could abuse her child 
and/or that he sexually desires a child more than 
herself. Also, Borgman (1984) noted that in a 
treatment group of 16 sexually abused girls, nine 
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mothers were reluctant to report the abuse. Borgman 
hypothesized that the mothers were attempting to avoid 
exposing themselves and the children to anticipated 
traumatic legal proceedings. 
Treats or Rewards 
A second reason abuse may persist in a family 
is the use of threats to the child or other family 
members by the abuser to ensure the victim's silence. 
The use of threats such as the death of a beloved 
relative, the killing of the child's mother or even 
the child herself have been reported (Meiselman, 
1978). Perpetrators may tell children that they will 
be taken to a foster home and that "daddy will go to 
jail" if they reveal the incest secret. Also, the 
offer of money or material goods as enticements or 
rewards for the sexual activities is not uncommon 
(Weinberg, 1976). 
Children's Fear 
The reason most frequently cited for children 
keeping child sexual abuse a secret is the dependency 
of the children themselves. They may feel a 
combination of fear, guilt, and confusion regarding 
their role in the molestations (Knittle & Tuana, 
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1980). Victims report a fear of abandonment by family 
and friends (Kaufman, Peck, & Taguiri, 1954), a fear 
of not being believed (Butler, 1978), a fear of 
punishment by the abuser or other family members 
(Herman, 1981), and a fear of being blamed for 
allowing the incest to occur and continue (Geiser, 
1979). 
Effects of Child Sexual Abuse 
There is an extensive list of the short-term and 
long-term consequences of sexual abuse reported in 
the literature. While Landis (1956) suggests that 
most abuse victims are unaffected by the abuse, 
an overwhelming majority of the recent clinical 
literature holds that a wide range of psychosocial 
disturbances are directly or indirectly related to 
the molestation (Boatman & Borkan, 1981; Brown & 
Finkelhor, 1986; Rosenfield et al., 1977; Scott & 
Stone, 1986). According to Lindberg and Distad (1985, 
p. 334), "incest is a traumatic event that leaves its 
victims scarred into adulthood." Kempe and Kempe 
(1978) state that the effects of sexual abuse are 
damaging, regardless of the abuser, the number of 
times the abuse occurred or the nature of the act. 
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An anonymous adult survivor of incest (1985) writes, 
"Sexually abused children never forget such a 
traumatic experience--whether it happened once or 
a hundred times" (p. 10) . 
Short-term effects can be present during the 
incestuous relationship and/or after the abuse is 
reported. According to Mannarino and Cohen (1986), 
short-term problems in young children include anxiety, 
nightmares of monsters or being killed, sadness, 
clinging behavior, enuresis, and inappropriate sexual 
behavior (e.g., excessive masturbation). Kroth (1979) 
reports that nearly half of a group of children 
evaluated for treatment displayed nervous or 
psychosomatic symptoms. 
According to several researchers, incestuous 
activities can lead to feelings in children of guilt 
and helplessness over their bodies and their lives. 
Brown and Finkelhor (1986) note that guilt and shame 
are frequently observed reactions to child sexual 
abuse. The guilt may be related to disclosing the 
sexual abuse, disrupting the family, feeling angry 
toward one or both parents, and/or having some 
positive feelings about the abuse (Hazzard, King, 
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& Webb, 1986). Anderson, Bach, and Griffith (cited in 
Brown & Finkelhor, 1986) reported guilt responses in 
25% of the victims they studied. 
Other researchers have cited juvenile delinquency 
as a possible indirect consequence of sexual abuse 
which may lead to several long-term difficulties. 
According to Kempe and Kempe (1978), about 50% of the 
females in juvenile detention for running away are 
incest victims. Furthermore, adolescent victims of 
incest often become involved in drug and alcohol abuse 
and prostitution (James & Meyerding, 1977; Peters, 
1976), and some even resort to suicide (Benward & 
Densen-Gerber, 1975; Borgman, 1984; Rosenfield, 1979; 
Weber, 1977). 
In addition, sexual abuse can have a profound 
effect on the child 1 s developing sense of self. The 
task of finding a sense of self can be negatively 
distorted in child and adolescent victims because of 
the abnormal parent-child relationship and societal 
attitudes toward incest (Boatman & Borkan, 1981). 
The child or adolescent victim•s social skills, 
personal talents, and self-esteem are developed in 
part through the manipulative and sometimes coercive 
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sexual parent-child relationship instead of healthy 
and accepting interactions (Gelinas, 1983). This 
often results in individuals who are very limited in 
social skills and consider themselves unworthy of 
normal, reciprocating relationships. DeFrancis (1969) 
found that 58% of the victims he studied showed 
feelings of inferiority or lack of self-worth related 
to the abuse. According to Gelinas (1983), former 
victims show a profound impairment in self-esteem. 
There are several serious long-term effects 
found in adults who were victimized as children or 
adolescents. Lowered self-esteem, guilt, and lack 
of trust often are seen in adult women who have 
been abused as children, and these characteristics 
are either directly or indirectly related to child 
sexual abuse (Scott & Stone, 1986). Bagley and 
Ramsey (cited in Brown & Finkelhor, 1986), using the 
Coopersmith Self-Esteem Inventory, found that women 
with very low self-esteem scores were nearly four 
times as likely as those with high scores to report 
a history of child sexual abuse. Courtois (1979) 
found that 87% of a community sample of abuse victims 
reported that their sense of self had been affected 
from moderate to severe degrees by the incestuous 
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experience. Gold (1986) found that women who were 
sexually victimized as children were likely to display 
an attributional style marked by internal, stable, and 
global attributions for negative events as well as to 
have difficulties in interpersonal relationships. She 
further concluded that the distress, depression, and 
low self-esteem of these women may be due to these 
types of attributions, because they perceive most 
negative events in their lives as caused by their own 
personal inadequacies. Rosenfield (1979) proposed 
that the most pervasive long-term consequence of child 
sexual abuse involved damage to the self-concept of 
the victim. 
Given the problems associated with being sexually 
abused it is clearly important to treat victims of 
child sexual abuse. An immediate reason to provide 
treatment to the victims is to increase their ability 
to protect themselves from further exploitation and 
abuse when their families are reunited (Sgroi, 1975) 
--particularly since, as Kroth (1979) reports, 
reunification occurs in three out of every four 
identified cases. A long-term reason for treatment 
is to attempt to reverse some of the damage that has 
14 
been done to the self-concept and social and emotional 
abilities of the victims. 
TyPes of Treatment 
Intervention programs for child sexual abuse are 
intended to provide support to the family during 
crisis, to work on long-standing problems, and to 
prevent the sequellae that is often associated with 
incest. The main goals of treatment for child victims 
are to restore their self-esteem, to help them regain 
some control over their lives, and to reinstate their 
normal emotional and social development. The most 
effective treatments are multidimensional and include 
individual treatment for children and parents, group 
treatment, and family therapy (Boatman & Borkan, 
1981). 
Individual Therapy 
A common type of treatment that is often used as 
a component of more complex or structured treatment 
programs (e.g., family therapy) is individual therapy. 
According to Mrazek and Kempe (1981), supportive, 
therapeutic counseling for child victims should 
be provided immediately and on a one-to-one basis 
be·tween the therapist and the child client. This 
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treatment component allows the victims to express 
their anger, guilt, and fear surrounding the assaults 
in a private setting. A supportive and accepting 
client-therapist relationship can give the child 
victim a more positive. feeling of self, and the 
individual therapy allows the child to experience 
for the first time an intimate trusting relationship 
with an adult. 
In the context of the individual therapy, the use 
of anatomically correct dolls, puppets, or paper and 
crayons can be helpful in evaluating and treating 
young children (Burgess, Holmstrom, & McCausland, 
1978). Play sessions involve the use of nonstressful 
techniques to motivate child victims to talk about 
their feelings concerning the abuse they have 
experienced and to gain their attention, interest, 
and trust. For school-aged children, action toys 
(e.g., guns, cars, etc.), and table games such as 
cards, checkers, and dominos can be very helpful. 
According to Germain, Brassard, and Hart (1985), 
play therapy and art therapy can effectively be 
used with child victims of sexual abuse. However, 
with young children it is customarily used as an 
adjunct or precursor to other treatment modalities. 
In an evaluation of different treatment 
modalities, Boatman and Borkan (1981) found that 
individual therapy using play as a form of 
communication is usually the treatment of choice 
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for very young children. The one-on-one interaction 
organized around play also aids young children in 
gaining verbal mastery and understanding of their 
feelings and family situation, and many children feel 
more comfortable talking about sexual experiences in 
private with a therapist. However, this form of 
treatment alone, and the privacy with which the sexual 
abuse is discussed, may recreate the threatening 
secrecy that initially allowed the abuse to continue 
(Boatman & Borkan, 1981). Furthermore, the ability 
to share common experiences and become a member of 
a cohesive group that is vital for adolescents is 
lacking in this form of therapy. The effectiveness 
of individual therapy alone may be limited, but its 
usefulness as part of a comprehensive program has 
been documented. 
Family Therapy 
In addition to individual treatment, many 
intervention programs also offer family therapy. 
Family therapy can be useful when an operational 
family structure exists (i.e., intact families, 
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foster homes, or group homes) in which all members 
can gain an understanding of the dynamics involved 
in the abuse. The goals of family therapy include 
reorganizing the family structure, relocating 
responsibility of parenting to the adults, 
strengthening the couple's sexual relationship, and 
making them more emotionally supportive of each other 
(Boatman & Borkan, 1981). According to Mrazek and 
Bentovim (1981), family members can role play problems 
by confronting participants in the safety of the 
treatment setting. The victim, as well as other 
family members not directly involved in the abusive 
situation, are allowed to express their guilt, their 
sense of betrayal and their anger toward the abuser. 
However, the effectiveness of family therapy as the 
primary form of treatment has not been demonstrated 
through sound research and is often evaluated in 
conjunction with either individual therapy (Pittman, 
1977) or group therapy (Pescosolido & Petrella, 1986) 
or in a comprehensive treatment program for child 
victims of sexual abuse. 
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Group Therapy Programs 
According to Fowler, Burns, and Roehl (1983), 
group therapy is potentially more effective than 
individual counseling when incest is the presenting 
problem. The group provides a situation with 
immediate feedback from others, it allows the members 
to discuss common concerns and develop meaningful 
relationships, and it gives members the opportunity 
to experiment with new behavior patterns and coping 
strategies to deal with the incest and potential 
sequellae (Fowler, Burns, & Roehl, 1983). 
Mrazek (1981) suggests using a group therapy 
model with 4- to 7-year-old victims of sexual 
abuse in which the treatment sessions involve: 
(a) talking and sharing time, (b) a structured 
activity to initiate fantasy and fuither discussion, 
and (c) free play and a snack. The program has 
several goals for child victims: 
(1) Providing a safe setting where the children can 
talk and play through feelings about their families 
and the abuse. 
(2) Providing appropriate male and female adult role 
models in order t.o develop heal thy adult-child 
interactions. 
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(3) Providing an opportunity to relate with peers who 
have experienced sexual abuse, to alleviate some of 
the isolation and self-blame that the children may 
feel. 
(4) Providing help to improve their social skills and 
increase their peer interactions. 
Pescosolido and Petrella (1986) describe another 
group therapy approach for treating sexually abused 
preschool girls which involves the victims and their 
mothers in the group to strengthen mother-daughter 
bonding and focuses on the emotional and behavioral 
sequellae of sexual abuse. 
In this program, the treatment consists of 30 min 
art and craft sessions and 30 min snack sessions for 1 
hour per week. The group is led by a male and a 
female cotherapist. Group discussion themes include 
anger, good/bad touching, perception of males, trust, 
separation/abandonment fears, maternal identification, 
self-destructive ideation, "secrets," self-protection, 
guilt, body awareness, and low self-esteem. The early 
stages of the group sessions focus attention on the 
individuals and their experiences and involve the 
mothers in sharing feelings involving the abuse. The 
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therapists serve as spokespersons when the victims 
feel they cannot express themselves. 
The goals of this program are: (a) to develop 
a sense of cohesion and trust within the group, 
(b) to develop spontaneous interaction and emotional 
expression through the art/snack format, (c) to 
communicate nurturance through the "feeding-talking" 
(snack) period, and (d) to create an awareness of 
healthy adult roles and interactions by way of the 
adult cotherapists. Based on subjective evaluations, 
the therapists believe that the children benefit 
from the group by developing communication and 
self-expression within the group and trusting 
relationships with each of the cotherapists. 
Knittle and Tuana (1980) have treated sexually 
abused adolescents with the use of a group treatment 
approach. Group therapy provides a setting in which 
the adolescents share common feelings and experiences, 
and no one person is the constant focus of attention 
and expected to make progress, as in the case of 
individual therapy. 
Some of the goals of this group approach with 
adolescents are to help work through the emotional 
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reactions to the sexual abuse, establish more positive 
relationships with family members and/or peers 
(Hazzard, King, & Webb, 1986), change negative 
self-images, and promote normal adolescent development 
(Knittle & Tuana, 1980). 
The structure of the groups as conducted by 
Hazzard et al. (1986) involves two female cotherapists 
in an initial, short-term therapy group that addresses 
emotional reactions to the abuse and court testimony, 
and a male-female team in a long-term, advanced group 
that covers relationships, sexuality, and self-esteem. 
The length of treatment is 2 to 6 months in duration 
and an adolescent can join at any time. Role playing 
is used to rehearse court testimony and experiment 
with different methods of handling future abusive 
situations (self-protection), and art therapy is used 
as a medium to express feelings of anger and guilt 
(Hazzard et al., 1986). 
Some of the goals of this treatment include: 
(a) learning interpersonal trust and caring for 
self through the nurturance the group provides, 
(b) gaining information about human sexuality 
and normal, non-exploitive sexual relationships, 
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(c) developing a mastery over abusive situations and 
learning assertiveness skills, (d) developing and 
practicing social skills and learning to give and 
receive affection normally, and (e) providing mutual 
support and a better understanding of the emotional 
results of the sexual abuse. These skills are thought 
to lead to an improvement in negative self-concepts 
(Hazzard et al., 1986; Knittle & Tuana, 1980). 
However, as in the other programs, results are based 
on informal observations and not substantiated by 
empirical data. 
A Comprehensive Program 
In contrast to the previously described programs, 
a well evaluated treatment delivery system is the 
Santa Clara County Child Sexual Abuse Treatment 
Program (CSATP) (Giarretto, 1976; Giarretto, 1982). 
The main objectives of this program are to provide 
immediate counseling and practical assistance to 
sexually abused children and their families and to 
reunite families whenever possible. The program 
involves three types of interventionists: (a) a staff 
of trained therapists, (b) a collection of volunteers 
and (c) three self-help groups known as Parents 
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United, Daughters and Sons United, and Adults Molested 
as Children United (Parents United, 1984). The 
treatment itself follows the approach of humanistic 
psychology, and it is based upon Maslow's theory 
of self-actualization and Rogerian therapy. The 
treatment model includes: 
(1) individual counseling for the child, mother, 
and father so that each member can better understand 
his/her role in the incestuous relationship and so 
they all can overcome the experience and accept each 
other in a normal family environment. 
(2) mother-daughter counseling, so the mother no 
longer blames the girl for the abuse and understands 
that it was caused by more complex intrafamilial 
interactions and the daughter does not feel betrayed 
by her mother. 
(3) marital counseling, so the couple can deal 
with the marital problems that contributed to the 
incestuous relationship. 
(4) father-daughter counseling to enable the 
daughter to face her father and have all 
responsibility for the incest removed. (The father 
must admit his guilt to her at this time.) 
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(5) family counseling so the family receives some 
hope that they can have normal familial interactions. 
(6) group counseling presented in the Parents 
United/Daughters and Sons United groups, made up of 
other incestuous families and trained therapists, to 
give families in crisis (i.e., newly reported incest 
cases) moral support and realistic expectations for 
reunification (Giarretto, 1976). 
According to Kroth (1979), an independent 
analysis of the CSATP model showed that fathers 
returned home after a median period of 90 days, and a 
total of 92% of the families who completed treatment 
were reunited. A recidivism rate of less than 1% 
during a 10 year period has been reported for the 
program (Giarretto, 1982). Mrazek (1981) has 
particularly noted that the group therapy component 
can be very effective in reducing the alienation among 
the victims which often leads to withdrawal and a poor 
self-concept. The CSATP program is one of the few 
empirically tested programs that shows effective 




Based on the literature, it is clear that there 
are several negative short-term and long-term effects 
of child sexual abuse. The effects on self-esteem 
and self-concept seem to be the most profound and 
persistent (Anderson, et al. cited in Brown & 
Finkelhor, 1986; Boatman & Borkan, 1981; DeFrancis, 
1969; Gelinas, 1983). Furthermore, it is the opinion 
of most therapists in the field that group therapy, 
in contrast to individual or family therapy, is the 
treatment of choice for victims of child sexual abuse 
(Fowler, et al., 1983; Hazzard, et al., 1986; Knittle 
& Tuana, 1980; Mrazek, 1981; Pescosolido & Petrella, 
1986), and the empirical data that does exist supports 
the effectiveness of a multi-dimensional treatment 
package of which group therapy is a component. 
Group therapy attempts to promote normal 
development through group support and improved 
self-concepts. This study examined the effects of 
the group treatment component of the Sexual Abuse 
Treatment Program as it impacts on the self-concept 
of sexually abused children and adolescents. 
Method 
Participants 
Forty-two girls divided into four groups and 
ranging in age from 8 to 18 years participated in 
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this study. The first group's (N = 10) members were 
victims of child sexual abuse and had completed intake 
interviews prior to being referred for treatment 
through the San Joaquin County Sexual Abuse Treatment 
Program, based on the Santa Clara County Child Sexual 
Abuse Treatment Program model (Giarretto, 1982). The 
second group's (N = 9) members were also victims of 
child sexual abuse bu·t had completed 15 weeks (Phase 
l) of the group treatment component of the above 
program. The third group's (N = 9) members were 
sexual abuse victims who had completed l-2 years of 
group treatment through a similar program, based on 
the Santa Clara model and located in Sacramento, CA. 
The final group (N = 14) served as a comparison group 
and consisted of similar aged participants who were 
not identified as sexual abuse victims and who were 
attending a local private high school. (Since recent 
findings indicate that 6.8% of females have been 
sexually abused, there is a low probability 
that members of this group were abused (Siegal, 
Sorneson, Golding, Burnam, & Stein, 1987.) 
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The criteria for selection into the first three 
groups was: female, 8 to 18 years of age, victims of 
sexual abuse, and a lack of therapy previous to the 
present treatment regimen (based on records of the 
treatment facility). Every female child/adolescent in 
each of the abused gorups had suffered intrafamilial 
sexual abuse by a male perpetrator (typically a father 
or stepfather) as determined and verified by the 
records of Child Protective Services (CPS). The ages 
of the participants in each group were as follows: 
(a) 8 to 18 years, mean age 12 in the non-treated 
group; (b) 10 to 18 years, mean age 13 in the Phase 1 
treatment group; and (c) 8 to 17 years, mean age 13 
in the 1 year treatment group. All the children were 
living at home with their nuclear families, excluding 
the offending parent, at the time of the interview. 
They were selected as participants by the staff of the 
treatment facility based on the above criteria. The 
comparison group members ranged from 15 to 17 years, 
with an average of 16 years, and were selected by 
their teacher based upon the age criteria and lack of 
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a known abuse history as ascertained from the faculty. 
Consent to participate in the comparison group was 
granted by the same teacher that selected the 
participants at the high school. The experimenter 
obtained permission for the abused participants from 
the protective parents, and every child granted 
permission was interviewed. A letter explaining the 
procedure and the content of the interview was given 
to each parent prior to the start of the study (see 
Appendix A for consent form). 
Setting 
The treatment group data were collected in two 
locations: The San Joaquin County Sexual Abuse 
Treatment Program facilities, situated at the 
Valley Community Counseling Centers in Stockton, 
Lodi, and Tracy, CA, and the Parents United of 
Sacramento treatment facility in Sacramento, CA. 
The non-treatment group data were collected during 
intakes at the Women's Center of San Joaquin County, 
and the comparison group data were collected at 
St. Mary's High School in Stockton, CA. 
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Design 
A cohort design was used in this study (Cook & 
Campbell, 1979). The data collection process spanned 
26 weeks and each group was evaluated at different 
points in time. Participants in the Phase 1 treatment 
group were evaluated during Week 1 which was at the 
end of the initial 15 weeks of the group treatment 
program. Members of the non-treatment cohort were 
pretested at intakes before being referred to the 
treatment facility during weeks 4-14 of data 
collection. The similar-aged comparison group members 
were tested during Week 20, and the 1 year treatment 
group members were the last to be administered the 
measure (during weeks 25-26 of the study). 
Measure of Self-Concept 
An 80 item yes/no answer questionnaire of 
self-concept (Piers-Harris, 1969) was administered in 
an interview format (See Appendix B for interviewing 
script). The Piers-Harris is a widely used measure 
which examines a child's perspective of him/herself in 
regards to school, hobbies, friends, and family life. 
This self-concept inventory was selected because of 
its reliability and validity in testing children of 
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these age groups in both clinical and non-clinical 
populations, as well as its lack of significant 
differences in self-concept between grade levels 
(Piers-Harris, 1969; Piers, 1977). Normative data 
suggest that children who receive a raw score of 60 
fall into the 70th percentile, and those who receive 
a raw score of 46 correspond to the 31st percentile. 
Raw scores range from 0-80. Scores greater than 60 
indicate a high self-concept and those less than 46 
suggest a low self-concept. There are six cluster 
scores within the total self-concept score: Behavior, 
Intellectual & School Status, Physical Appearance & 




The interviewers were six female college students 
from an undergraduate research team and one female 
graduate student. They received 4 hours of training 
in basic interviewing skills and an overview of the 
problem of child sexual abuse, as well as information 
on the special considerations involved in interviewing 
sexually abused children (Appendix C for training 
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outline). Through role playing and feedback sessions 
each interviewer became very familiar with the measure 
and accustomed to reading the questionnaire aloud and 
recording answers. 
Interviewing. 
In the abused, treated groups, each child 
arrived 15 min early to the treatment facility or 
stayed 15 min late on the day of the interview. The 
non-treatment group members completed the evaluation 
with other questionnaires during an intake session 
and the comparison group members were individually 
administered the measure after school. Each 
participant was introduced to the experimenter and 
briefly informed that it was part of a study being 
conducted by college students. The following 
instructions were given to the participants: 
"My name is and I'd like to ask 
you some questions before you meet with your group/go 
home. I am a college student and I'd like to know 
what girls/teenagers think about themselves, their 
families and friends and school. There are no right 
or wrong answers, so just tell me what you think. 
Your name will not be on it, and your answers will 
not be told to anyone else." 
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The participants were asked yes/no questions 
which were recorded directly onto the questionnaire. 
Each standardized interview form also contained a 
coversheet to obtain demographic information from the 
participants (i.e., age and treatment experience). 
The entire interview lasted approximately 10-15 min. 
Treatment 
The Santa Clara Child Sexual Abuse Treatment 
Program model is designed to provide treatment for the 
victims of child sexual abuse and their families. 
Since it is a model that is used nationally for this 
population, directors of new treatment facilities 
must receive training from the Santa Clara center. 
However, after this training is completed, 
modifications in the original model are often made, 
based on the discretion of the facility's directors 
and the needs of the population in the communities 
being served. 
Generally, the majority of the components of 
the treatment program should be implemented by the 
treatment facilities. These include: (a) individual 
counseling for all family members, (b) mother-daughter 
counseling, (c) marital counseling, (d) father-
33 
daughter counseling, (e) family counseling, and 
(f) group counseling (Parents United/Daughters and 
Sons United). The treatment programs in San Joaquin 
County and Sacramento did involve the group therapy 
component, which met once a week for 1 1/2 hour 
sessions. It is not uncommon, however, for specific 
components of the treatment model to be eliminated 
from the multisystematic treatment package. For 
example, the Parents United group may not be 
implemented in the program due to a lack of 
involvement on the part of the offender. 
Furthermore, after the initial training by the 
Santa Clara center is completed, no follow-up is 
conducted on the implementation of the program at the 
independent treatment facilities. In summary, the 
Santa Clara training is a guideline that may not be 
reliably followed by independent facilities in the 
treatment of child sexual abuse. 
Results 
The data were analyzed using the SPSS-X 
statistical program (SPSS, 1986). ANOVAs and multiple 
comparisons were performed on the total self-concept 
scores to detect any differences at the£ <-05 level 
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between the mean scores of the Group 1 (comparison), 
Group 2 (non-treatment), Group 3 (Phase 1 treatment) 
and Group 4 (1 year treatment). As expected, the mean 
overall self-concept score of the control group was 
the highest among the four groups (~ = 61.8), and the 
mean self-concept score of the abused, non-treated 
group was the lowest (M = 49.0). The mean scores of 
the two treated groups were S7.7 for the Phase 1 
treatment group, and S6.8 for the 1 year treatment 
group (see Table 3 for the scores of the 
participants). An analysis of variance performed on 
the total self-concept scores indicated that there 
was a significant difference between the means of 
Group 1 (comparison), Group 2 (non-treatment), Group 3 
(Phase 1 treatment) and Group 4 (1 year treatment) 
~(3,38) = 2.93, E <.OS (see Table 1 for data summary). 
However, a Dunn's multiple comparison (Kirk, 1982) of 
all group pairs found that only the Group 1 vs Group 2 
comparison was significant, F(38) = 2.84, E <.OS (see 
Table 2 for data summary). 
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Table l 














Multiple Comparison of Group Pairs on Self-Concept 
Mean 
Scores Group 2 Group 3 Group 
Group l 61.8 12.8* 2.4 5.0 
II 2 49.0 10.4 7.8 
II 3 59.4 2.6 
II 4 56.8 




Individual Self-Conce12t Scores by Grou.e -----------
Comparison Untreated 15 week 1-2 year 
Control Age Abused Age Treatment Aqe Treatment Age 
74 17 64 12 75 12 66 15 
70 15 60 11 74 17 64 ll 
69 15 60 11 66 11 63 8 
68 16 58 8 58 15 60 11 
66 17 56 8 55 11 58 17 
65 16 51 13 54 12 57 14 
64 15 49 12 47 10 53 15 
61 16 41 18 46 10 49 14 
59 16 32 12 44 18 41 14 







This study found that: (a) non-abused children 
and adolescents had high mean self-concept scores 
(61.8) in relation to the norm for the Piers-Harris 
scale (51.8 points), (b) sexually abused, non-treated 
children and adolescents had average (49.0) scores; 
and (c) both groups of abused children who had been 
involved in the Sexual Abuse Treatment Program have 
high-average scores (57.7 and 56.8, respectively) on 
this measure of self-concept. However, only the 
difference between abused and non-abused children's 
scores was statistically significant (£ <.05), 
suggesting that the Santa Clara based sexual 
abuse group treatment program as implemented in San 
Joaquin County and Sacramento did not improve the 
self-concepts of abused children at a statistically 
significant level above that of the untreated 
children. Supporting this conclusion is the lack 
of a difference between the self-concept scores of 
the two treatment group, even though one groups had 
over three times the duration of treatment as the 
other group. The significant differences between the 
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controls and the non-treated abused group is congruent 
with other findings in the literature which state 
that low self-esteem and self-concept are related 
to sexual victimization during childhood. 
There are several plausible bases for the lack 
of a treatment effect. The first potential source of 
invalidity is a possible lack of congruence between 
the self-concept construct as embodied in the 
Piers-Harris and the components of treatment in the 
Santa Clara County Sexual Abuse Treatment Program. 
Several of the items on the Piers-Harris measure focus 
on interpersonal skills (e.g., "It is hard for me to 
make friends''). The interpersonal skills of sexually 
abused children are negatively distorted by the 
abusive experience. Even though the group treatment 
process encourages interactions between the group 
members, it is unclear as to whether the group 
treatment component directly addresses social skills. 
The Piers-Harris questionnaire evaluates 
the child's perspective of family interactions 
(e.g., "I am an important member of my family"). 
,Family interactions are unquestionably affected by 
sexual abuse and its disclosure, and the group 
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treatment component examines the child's emotional 
reaction to several issues related to the molest, 
including the responses of other family members, 
through discussions and feedback between the members 
in the group setting. However, it is not known if 
the program focused on issues related to the child's 
involvement within the family setting. 
Finally, the Piers-Harris examines issues of 
personal appearance (e.g., "I have a good figure"). 
It is not uncommon for sexually abused children and 
adolescents to feel dirty or like "damaged goods" 
after an abusive experience (James & Meyerding, 1977; 
Peters, 1976). But, with a strong emphasis being 
placed in group treatment on emotions regarding the 
·• abusive situation, it is uncertain how much attention 
is given to the child/adolescent's feelings toward 
themselves--especially in regards to their appearance. 
The second potential source of invalidity is the 
possibility of pre-existing differences in the four 
experimental groups in terms of self-concept, given 
that pre-existing groups were used for this study. 
If the children in the two treated groups had lower 
initial self-concept scores than the untreated, abused 
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group, the post treatment comparisons could not 
accurately reflect any treatment effects. This 
possibility is somewhat tempered by the lack of a 
difference in the post treatment mean self-concept 
scores of the two treated groups. 
Third, no measures were taken of treatment 
implementation, so it is possible that there was a 
lack of reliability and of consistency of treatment 
implementation as specified in the Santa Clara 
Treatment model. As noted in the Method section, 
while program directors who implement the Santa Clara 
program must initially receive training from the 
Santa Clara center, no plan exists to verify correct 
implementation of the program following training. 
Thus, for example, the Santa Clara program was 
developed with the goal of reuniting families who 
had experienced sexual abuse within the horne. To 
accomplish this goal, all family members are expected 
to be involved in individual as well as group and 
family therapy. The degree to which this program was 
modified by the San Joaquin County and Sacramento 
programs from the original Santa Clara model is 
unknown, so the actual rnultisysternatic program that 
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was administered to the participants may have been 
very different from the original model. Furthermore, 
it is not known how consistently the group therapy 
component of the Santa Clara program was implemented. 
It is known that in the San Joaquin County and 
Sacramento treatment programs the treatment groups 
included many children who were the only members of 
their family receiving treatment or who were involved 
in only one or two components of the entire treatment 
program (e.g., group and mother-daughter treatment). 
Also, the majority of the San Joaquin and Sacramento 
children were from families who did not plan to 
reunify, and the San Joaquin program presently does 
not have a Parents United component in which both 
the offender and non-offending spouse receive group 
treatment with other couples. The Sacramento program 
does include a Parents United component; however, 
like the San Joaquin Program, not all of the children 
undergoing treatment in this study also had families 
in treatment. Thus, the degree to which the 
participants were involved in the other treatment 
components was unclear. 
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Furthermore, since the treatment program does not 
follow a systematic format for therapy, it is very 
possible that the group treatment is not administered 
consistently over time by the independent treatment 
facilities. So, the lack of consistency in the 
implementation of the Santa Clara Child Sexual Abuse 
Treatment Program as administered by the San Joaquin 
County and Sacramento treatment programs may have 
greatly influenced the non-significant results 
of this study. 
Fourth, the small sample sizes of the evaluated 
groups, especially the abused groups, make it 
difficult to detect small treatment effects. Larger 
numbers of participants would have corrected this 
problem. 
Summary and Conclusions 
There are at least four plausible bases for 
questioning the outcome of this study. As an 
evaluation of the effects of the group treatment 
component of the Santa Clara model upon the 
self-concepts of child sexual abuse victims there 
may have been: 
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(l) a lack of congruence between self-concept as 
defined by the Piers-Harris test and the goals of the 
treatment components of the Santa Clara model, 
(2) pre-existing mean differences in self-concept 
scores of the children in the four experimental 
groups, 
(3) unreliable and inconsistent implementation 
of treatment, and 
(4) little statistical power due to small sample 
sizes in each of the four groups. 
These problems could be dealt with by selecting 
a measure of self-concept more congruent with 
self-concept as it is implicitly defined in the 
Santa Clara model, by obtaining pretest measures on 
all groups, or, better, by assigning child victims 
randomly to groups before measurement, by measuring 
treatment implementation, and by using larger numbers 
of child victims in the groups. 
It is fair to conclude, however, that assuming 
the absence of pre-existing group differences, this 
study does indicate that the impact of treatment 
provided by these two off-site implementations of 
the Santa Clara model upon Piers-Harris scores is 
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modest at best. To the extent that the Piers-Harris 
does address elements of the self-concept construct 
considered important by the developers of the Santa 
Clara Sexual Abuse Treatment Program, the individuals 
responsible for disseminating this program should 
carefully consider more systematic training for and 
follow-up of programs that are implementing the Santa 
Clara County Child Sexual Abuse Treatment Program. 
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I am a graduate student at the University of the Pacific 
and I am interested in the way children and adolescents, who 
have been sexually abused, feel about themselves. This project 
has been reviewed and approved by Child Protective Services and 
the U.O.P. Behavioral Medicine Clinic. 
I am asking for your permission to administer a 7-10 minute 
questionnaire to your child. I will be asking true/false 
questions about how they feel about school, friends, and 
themselves. The questions come from a well-known questionnaire 
for children. All names and information will be kept completely 
confidential. I hope that this information will aid in finding 
ways to help children feel better about themselves. 
Please let me know if you are willing to allow your child 
to participate by completing the below information. If you 
have any further questions or would like to see a copy of the 
questionnaires please feel free to contact me at (209) 946-2133. 
Thank you for your help and cooperation. 
Sincerely yours, 
Shiro Perera 
University of the Pacific 
Yes, I have read and understood the above statement and 
r-am-willing to have my child participate in one brief 
interview. 
No, I have read and understood the above statement and 





My child/children is/was in treatment: Yes/No 
If Yes, Where?: 






"My name is and I'd like to ask you 
some questions before you go home. I am a college 
student and I would like to know what girls/teenage 
girls think about themselves, their family and friends 
and school. There are no right or wrong answers, so 
please just tell me what you think. Your name will 
not be on it, and your answers will not be told to 
anyone else." 
1) First ask; (a) the child's age, and (b) previous 
therapeutic experience. 
2) Proceed to the Piers-Harris questionnaire. 
3) When the questionnaires are completed say to the 
child, "Do you want to ask me anything?" 






1. Four- to five-year-olds may use symbolic language 
to express themselves. 
2. Clarify your relationship with the child and the 
purpose of the interview. 
3. Use language that is age appropriate for the 
child. 
4. Give examples and give alternatives in beginning 
of interview. 
5. Do not shy away from sensitive subjects. 
6. Don't push for answers. 
a. Say "Do me a favor". 
b. Avoid power struggles. 
c. Respect child's privacy. 
CHARACTERISTICS OF THE INTERVIEWER 
1. Must be nonjudgmental and accepting of child's 
attitudes and feelings without criticism. 
2. Must be able to convey to the child a general 
interest in his/her feelings and ideas. 
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3. Must clarify at the beginning of the interview; 
a. Identity and role of the interviewer. 
b. Purpose of the interview. 
c. Length of the interview. 
d. What is expected of the child. 
4. Must explain and promise confidentiality to the 
child. 
5. Should differentiate interviewer role from that 
of the parent or therapist. 
AGE LEVEL CHARACTERISTICS OF THE CHILD 
1. Preschool-aged children; 
a. May refuse to respond to interviewer's 
questions or become teasingly playful 
(establishing good rapport early on can 
avoid this). 
b. Are highly suggestible and it is necessary to 
avoid influencing socially desirable response. 
2. Latency-aged children (5-11 years); 
a. Have language capabilities that are much 
stronger than preschool-aged. 




a. Will resist adult attempts to probe into their 
private affairs. 
b. Will be very distrustful. 
c. Stage differences; 
(1) Early adolescents (12-14 years) will 
reject parents/adults and identify with 
their peer group. (Approach them on an 
equal-status basis, not as an adult-
authority figure.) 
(2) Middle adolescents (14-16 years) will have 
a heightened preoccupation with themselves 
and greater withdrawal. (Do not overwhelm 
them with overfriendliness.) 
INTERVIEWING TECHNIQUES 
1. Plan sufficient time for interview in order to 
establish rapport with the child. 
2. Begin the interview with some area of special 
interest to the child (e.g., school). 
3. Do not demand responses from a withdrawn or 
verbally inhibited child. 
4. Use probes (verbal tactics to help children talk 
about themselves, e.g., paraphrasing) without 
pressure. 
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5. Use matter-of-fact acceptance of everything the 
child says to avoid creating anxiety. 
6. Interviewer's manner and tone of voice should be 
controlled so as not to reveal any biases. 
WRITING ANSWERS 
1. Tell child "I'm writing down what you tell me so 
I won't forget." 
2. Write down all responses at the time of the 
interview. 
3. Write unobtrusively. 
4. Writing answers may have some inhibiting effect 
on adolescents and preadolescents (assure 
confidentiality). 
STEPS IN INTERVIEWING SEXUALLY ABUSED 
CHILDREN AND ADOLESCENTS 
1. Approach child in a friendly manner at the 
treatment facility. 
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2. Meet child's level, make eye contact and introduce 
self. 
3. Take the child into the predetermined interviewing 
room. 
4. First ask the child's age. 
5. Give the child a copy of the questionnaire to read 
along. 
6. Proceed with the Piers-Harris questionnaire. 
Say, "I'm going to tell you some things about 
kids/teenagers and I want you to say yes or no 
if it is about you too, O.K.?" 
7. Check answers for participants on your 
questionnaire. 
B. When the questionnaire is completed say to the 
child, "Do you want to ask me anything?" 
9. Then thank them and say it was nice talking 
to them. 
